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Virginia’s Isolation and Quarantine Regulations

I ntroduction

The restriction
of movement of
sck peopleand ani-
malsto control the
spread of disease
inhumansisatra

ditional public NO E

QUARANTINE
AREA

to address isolation
and quarantine. The
Board of Health
promulgated emer-
gency regulations
in response to the
new laws in No-
vember of 2004.
Thisarticleprovides

NTRY

health activity.
Statesand localities are the main sources
of these public health powers.* However,
for many statesthelaws supporting these
activitiesareantiquated and predate mod-
ern public health science aswell asmod-
ern congtitutional law and civil liberties.
Inconsistenciesinthelawsand uncertain-
tiesinauthorization haveaso raised con-
cerns over potential challenges.? In ad-
dition, recent events such as the inten-
tiona anthrax releases, the emergence
of diseases such as Severe Acute Res-
piratory Syndrome (SARS) and
monkeypox, and the concern over pan-
demic influenza have stimulated efforts
to address these issues to ensure effec-
tive public health responses.®

Asaresult, inApril, 2004 Virginiaen-
acted House Bill 1483 that amends Chap-
ter 2 of Title 32.1 of the Code of Virginia

-
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agenera outline of
thenew regulationsrelated toisolationand
quarantine to assist healthcare providers
in understanding the range of responses
to serious public health events available
withinthe Commonwealth of Virginia.

| solation and Quarantine

Isolationinvolvesredtricting the activi-
ties of people who are infected with a
communicable disease to prevent
the transmission to those who
have not been infected. This
methodisrdatively familiarto ||
hedthcareproviders(eg.,iso-
lationfor activetuberculoss).
Quarantinediffersinthatitin-
volvesrestricting the activi-
ties of personswho havebeen
exposed to aninfectious agent in order to
prevent transmission if they are infected
but have not yet become symptomatic.*
While quarantine is sometimes used for
animas(e.g., following apossiblerabies
exposure in an unvaccinated cat or dog)
itislesscommonly used for humansasit
may require coercive action for people
who do not appear to have (or do not
believethat they have) anillness.

Isolation and quarantine restrictions

@rovirus Outbreaks in Virginia

may not need to be “dl or none” to be
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effective. Depending on the situation,
modifications can be made to ensure that
suchlimitationsaretheleadt redrictive pos-
sible, whiledtill protecting the hedlth of the
public. For example, during the SARS out-
break in Toronto in 2003, “work quaran-
ting’ was used to alow some hedthcare
workers to continue to work as long as
they remained well, followed home quar-
antine precautionsand notified their local

hedlth department if they devel oped symp-
toms.>

A Brief History of I solation and
Quarantine

Isolation and quarantine are not new
concepts. The Bible refers to the use of
isolationto control thespread of Hansen's

disease (Ieprosy). In the 14th-

15th centuries Venice im-
. posed a harbor quarantine
(from the Italian
quarante—the 40-day
-~ period duringwhicharriv-
' ing shipsweredetained) to
control the spread of
plague. In the U.S., as
early as 1647 the Massa
chusettsBay Colony restricted shipsfrom
theWest Indiesdueto plague, and by the
1660s the first colonia quarantine laws
were in place. In the 1880s New York
City officialsinspected ships, passengers
and cargo for contagion—Staten Idland
had anisolation hospita/quarantine station.
One well-known case occurred in New
York City in 1907 withMary Malon (“ Ty-
phoid Mary”) who required life-long in-
voluntary isolation to prevent her from
working as acook and infecting others.*



Modern | solation and
Quarantine

Thegovernment’srestriction
of apersonwhoisnot guilty of a
crimeisaform of civil commit-
ment. Civil commitments must
balancetheright of the commu-
nity to be protected from harm
by individualsagaingt the consti-
tutionally protected freedoms of
individuals® Theauthority toini-

Isolation and Quarantine:
Lessons Learned from the SARS Outbreak

Toronto’s experience with the SARS outbreak in 2003
suggests that the vast majority of both quarantined and
isolated individuals complied voluntarily. As many as
29,000 people may have beenisolated or quarantined
through directives from health department staff, private
physicians, or employers—only 27 legal orders were
required to deal with non-compliant cases. Such high
levels of compliance with voluntary measures may have
been due in large part to extensive community education

rights, the personwould have ac-
cesstolega counsd.

If the court review finds that
thepersonisinfected withacom-
municablediseaseof publichedth
sgnificance, that thepersonisen-
gaginginat-risk behavior withan
intentional disregardfor thehedth
of others, and that thereisno other
reasonable meansof reducing the
risk to the public an order for iso-
lationto aresidenceor ingtitution

tiate civil commitmentsresides |  efforts.®

(including ajall, if necessary) may
then beissued. Such an order for

at severd levelsof government.

Thefedera government has*enumer-
ated powers’ that alow it to regulate
movement under the Commerce Clause
of the Condtitution. This providesthe ba-
ssfor federd regulations
to prevent the spread of g
disease between states.
For example, 42 US
Code, Sec. 264 enables
the President to order a
quarantine if there is a
danger that specificdis-
eases(cholera, diphthe-
ria, infectious TB,
plague, smallpox, yel-
low fever, viral hemor-
rhagic fevers, and SARS) could spread
across dtate lines.’

However, under the 10th Amendment
the states have “reserved powers’ that
include the “police powers’. As aresult,
states have the responsibility to “enact
laws...that safeguard the health, welfare,
and mords of [their] citizens’—the au-
thority toregulate privateinterestsfor the
public good. Therefore, states are gener-
ally responsiblefor public health matters
withintheir borders, including restrictinga
person’spersond liberty or ability towork 2
These laws support the regulations used
by state agenciesthat are responsible for
protecting the public hedlth.

Regulationsfor | solation and
Quarantine

Locd hedth department (LHD) staff
work to prevent the spread of communi-
cable diseases such as HIV, infectious
syphilisand activetuberculosisinthecom-
munity. Inthe course of their work, LHD
staff may recommend appropriate public
health control measures, including quar-
antine, isolation, immunization, decontami-
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nation or treatment. \WWhen a person vol-
untarily complies with these recommen-
dations no additional intervention isnec-
essary. However, the regulations have
been designed to address the situations
wherevoluntary compliancefails.

Communicable Disease of
Public Health Significance

Virginia's regulations define a
“communicable disease of public
health significance’ as an illness
caused by an infectious agent
transmitted directly or indirectly
from one individua to another. Thisin-
cludes infections caused by HIV, blood-
borne pathogens, and tubercle bacillus.
Virginia'spublic health system hasexten-
sveregulationsfor addressing these dis-
eases.

Under theregulations, aperson with a
communicablediseaseof publichedthsg-
nificance can be involuntarily isolated if
the hedlth director for adistrict, with the
approval of the state health commis-
sioner (“Commissioner”), findsthe per-
sonisnot voluntarily following appropri-
atedisease control ingructionsandisplac-
ing othersat risk for infection. Thehedth
director would then work with the Com-
missioner and the office of the attorney
general to develop an emergency deten-
tion order and apetition for court ordered
isolation. The health director would also
work with local law en-
officids (police, sheriff,
etc.) to conduct the per-
son to the court or to their
home or afacility for temporary
detention until the court can review
the case. To protect the individual’'s

forcement

isolation would be valid for no
more than 120 days. While the law does
allow for aperson to appeal acourt order
for isolation, during theappeal processthe
personisstill bound by the order.

Communicable Disease of Public
Health Threat

The November 2004 amendments to
the VirginiaAdminigtrative Code (VAC)
were developed largely to address* com-
municablediseasesof publichedththreat”.
These would be serious infections that
could spread rapidly in the community.
Some examplesinclude smallpox, pneu-
monic plagueor viral hemorrhagic fever.
In the event that acommunicable disease
of public health threat isidentified, volun-
tary compliancewithisolation or quaran-
tine recommendations would be critical,
especidly duringlarge-scaeevents. How-
ever, if aperson placesothersat risk, or if
exceptiond circumstances exi<t, thenin-
voluntary isolation or quarantine may be
considered.

In these situations, LHDs provide the
Commissioner with the information re-
quiredto preparean order of isolation and/
or quarantine. In the case of alarge area
affected by a communicable disease of
public health threat and where the gover-
nor declares a state of emergency then
ordersof isolation or quarantinecould dso
be applied to al persons within the af-
fected area.

Of particular note, these new regula:
tionsalso specify that:

* people must beinformed of the
reason, duration and
conditions of the order of
isolation or quarantine;

* the orders must use the
least restrictive means

December 2004




avalable(i.e, allowthe

most possible freedom of

movement and commu-
nicationwithfamily
members and other
contacts, while effec-
tively protecting unex-
posed and susceptible
individuas);

* thesite of any quarantine p.-
or isolation must be safe
and clean, with adequate
food, clothing, and hedlth
care; and,

e aperson must be rel eased immedi-
ately if the person poses no risk of
infecting others.

If thereisreason to believe that a per-
sonsubject toan order of isolation or quar-
antinemay not comply, the Commissioner
may also issue an emergency detention
order requiring the personto betakenim-
mediately into custody by law-enforce-
ment agencies and detained for thedura
tion of theorder or until the Commissioner
determinesthat therisk of noncompliance
is no longer present. Pendlties for non-
compliance with an order of isolation or
quarantine may aso include civil penal-
tiesupto $25,000 and/or 12 monthsinjail
and/or afine of up to $2,500.

After implementing theorder, theCom-
missioner must then file a petition for a
court review and confirmation of the
order(s) of isolation or quarantine. The
court may grant the petition for the order
upon finding probable causethat isolation
or quarantine was the necessary means
to contain the disease of public hedth
threet andisbeingimplementedintheleast
restrictive environment to address the
threat effectively. An order of isolation or
quarantineisthenin effect until the Com-
missioner determinesthat anindividual no
longer posesathreat to the public health,
the order expires, or the court vacates
the order. Although a person subject to
an order of quarantine or isolation may
contest the order, the filing of an appeal
does not stay the order.

Loca hedth departments would play
animportant roleinthis processby:

* providing informationtothe Commis-
sioner ontheevolving situation;

* identifying theleast restrictive means
locally availableand selecting places
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of isolation/quarantine;

* ddiveringorderstothe
affected people;

B - ensuring that law-
enforcement personnel are
2™ informed of measuresto

+ taketo protect themsealves,
g monitoring thehedlth
status of people under an
order of isolation or
quarantine; and,

e workingwithloca
emergency management resources to
provide for meeting the essential
needs to the people affected by the
order.

Conclusions

Public health officials use dternatives
to involuntary isolation and quarantine
whenever possible. Lessons from the
SARS outbreaks in Toronto suggest that
voluntary and “work” quarantine are ef-
fective. And many other public health re-
sponses are available, including primary
and secondary preventive interventions
[e.g., vaccination, prophylactic antibiotics,
personal protective equipment (masks,
gloves, etc.)], cancdlation of publicevents,
enhanced disease surveillance and symp-
tom monitoring, and rapid diagnosis and
trestment for thosewho becomeill, tomini-
mizetheduration of restrictions.*

However, experience has shown that
the middle of an epidemic is not the best
time to be rewriting laws and developing
plans.® Methodsto improve the Common-
wealth’s ability to respond to acts of
bioterrorism (e.g., anthrax), the spread of
zoonotic diseases (e.g., avian influenza),
theglobal spread of highly contagiousdis-
eases(e.g., pandemicinfluenza), and new
diseases or disease strains (e.g., SARS)
are necessary. These new laws and regu-
lationswill hel pthe Commonwealth to act
rapidly and effectively to
minimize threats to the
hedlth of thepublic, while e
addressing issues related
to fairness and persona
liberty.

Ensuring the best pos-
sible responseto the con-
trol of communicabledis-
eases will continueto re-
quire further effort. For
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example, public health personnel need
tools (e.g., guidelines, forms, etc.) and
training to navigate the legal and proce-
dural aspects of quarantine and isolation.
In addition, specific plans need to be de-
veloped for meeting the essential needs
of peoplewho havebeenisolated or quar-
antined, for monitoring large numbers of
people for signs and symptoms of infec-
tion, for coordinating responseswithinand
between agencies, for providing legal
counsdl to large numbers of peoplein a
short time-frame, and for ensuring public
communication and enforcement on a
large scale.

Therefore, while the recent changes
to Virginia's regulations provide a good
foundation for an effective public hedlth
responseto communicabledisease, many
challengesremain. Addressing these will
require strong partnershipsbetweenlocal,
state, federal and non-governmental (e.g.,
media, Red Cross) stakeholdersin thefu-
ture.28

For moreinformationabout publichedth
and the law, go to the Centers for Dis-
ease Control and Prevention Public Hedlth
Law website at http://www.phppo.
cdc.gov/od/phlp/. Regulationson disease
reporting and control inVirginiaareavail -
able at http://www.vdh.virginia.gov/epi/
regs.pdf.
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Pertussis, or “whooping
cough,” is a highly com-

bacterium Bordetel laper- =S
tussis. The organism can & . =
betransmitted by airborne =
bioaerosols, direct contact . 2
andfomites(contaminated =
inanimate objects). Pertussis represents
aclinical challenge sincediagnosis, es-
pecialy intheearly stages, can be diffi-
cult. Theillnessusudly appearsingdioudy,
gartingwith“cold-like” symptoms (runny
nose, fever, cough, sneezing). The cough
continuesfor many weeks, evolving gradu-
ally into severe paroxysmal spasms that
are often followed by a high-pitched in-
spiratory effort (“whoop”) and post-tus-
sivevomiting. However, thewhoaopisrare
ininfantslessthan 6 monthsof ageandin
adults.

Complications of pertussis are most
common among infants and young chil-
drenand canincludehypoxia, apnea, pneu-
monia, seizures, encephal opathy and mal-
nutrition. Groupsat highest risk for severe
illnessinclude children who aretoo young
to befully vaccinated and thosewho have
not completed the primary vaccination se-
ries.

Although levelsof pertussishave been
dramatically reduced through immuniza-
tion, an upward trend that began in the
early 1990s continues today (Figure 1).
According to the Centers for Disease
Control and Prevention (CDC), morethan
17,339 cases of pertussis have been re-
ported nationally as of December 2004
compared to 9,784 for the

Pertussis on the Rise

epi_news/vebdec02.pdf,
containsadetailed discus-
# 1 sion of pertussis. How-
= ever, asaresult of chang-
= inglaboratory technologies
™ and available therapies,
guestions have arisen re-
cently regarding appropri-
% ate |aboratory testing and
treatment of cases and
contacts. This article will address these
issuesin an effort to assist in the control
of pertussisin Virginia.

Laboratory Testing

Patients should betested for pertussis
if theclinicd criterialisted below aremet:
* cough for 14 days or more AND at

least one of thefollowing:

m paroxysmsof coughing, or

m inspiratory whoop, or

m post-tussive vomiting.

Testing should also be considered for
infantswith coughillnessassociated with
apnea, as infants may not demonstrate
classic symptoms of pertussis.

Severa techniques have been devel-
oped for the detection of B. pertussis
infections, including:

e culture

e direct fluorescent antibody (DFA);

e polymerase chain reaction (PCR);
and,

* sgrological tests (see Table 1).

Culture remains the gold standard for
diagnodis, butitiswell recognizedthat this
method lackssengitivity dueto thefastidi-
ousgrowth requirementsof thisorganism

and thediminishing number of bacteriain
the nasopharnyx beyond the first three
weeks of illness. Direct fluorescent an-
tibody testing of nasal secretions rou-
tinely demonstrates low sengitivity and
variable specificity and cannot be relied
upon as the sole criterion for laboratory
confirmation of apertussisinfection.

Amplification based techniquessuch as
PCR offer a rapid, highly sensitive and
specific approach to the detection of B.
pertussiseven after antibiotic therapy has
been initiated. Results from the Virginia
Division of Consolidated L aboratory Ser-
vices (DCLS) demondtrate the ability to
detect B. pertussis DNA in patients who
have been coughing up to three weeks
and in rare circumstances up to 10 weeks
(DCLS, persona communication). It must
be emphasized that a positive PCR test
result in apatient not meeting the clinical
criteriaoutlined aboveisnot considered a
case of pertussis according to the CDC
definition. In addition, VDH and DCLS
strongly support the CDC recommenda-
tion that PCR testing should be used in
combination with culture-based testing
approaches. These tests, when used in
combination, alow for rapid detection and
theability tofurther characterizeandtrack
pertussis strains using DNA fingerprint-
ing.

Testing for antibodies to various B.
pertussis antigens in the blood is aso
availablein somelaboratories, although
it is not offered by DCLS. These tests
have proven useful in selected epidemio-
logical and clinical studiesbut arenot yet
standardized and resultsaredifficult toin-
terpretinimmunized or partidly immunized
individuals. Serologic

sameperiodin 2003 (a77%
increase). A similar pattern
has been observed in Vir-
ginia, with 233 cases re-
ported as of December 1,
2004, comparedto 91 by the
samedatein 2003 (a 156%
increase).

300 4

Figurel. PertusssCasesin Virginia, 1991-2004*

The December 2002 is-

sueof theVirginiaEpidemi-
ology Bulletin, availableon

Number of CasssReported
=
n
o

o O |,

e

testing appears to be
most helpful in situa-
tions where the patient
hasbeen coughingfor an
I extended period of time
(>30 days) and other
tests are unlikely to de-
tect the presence of the
organism. If serological
testing must be per-
formed, IgG and/or IgA

the Virginia Department of
Hedth (VDH) website at
www.vdh.virginia.gov/

1991

*As of December 1, 2004

1997 1999 2001
Year

1993 1995

2003 antibody measurements

appear to be the most
useful. Casesthat meet

4
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theclinica definition for pertusssand that
areserologically positive but are not also
positive either by culture or PCR are
counted as “ probable’ cases.

If a symptomatic individual has been
in close contact with a person who has a
laboratory-confirmed case of pertussis,
testing is not necessary. The diagnosisis
considered confirmed by “epidemiologic-
linking.” In addition, asymptomatic con-
tacts of a case should not be tested.

Treatment of Cases and
Contacts

Treatment of casesis only beneficia
if started within three weeks of cough
onset in persons aged one year and ol der.
Initiating trestment morethan threeweeks
after cough onset has limited benefit to
the patient or the contacts. An exception
is during pregnancy, when treatment is
recommended up to Sx weeksafter cough
onset inlate pregnancy. Cases should be
excluded fromwork/school for thefirst
five days of treatment.

Contacts should be con-
sidered for prophylaxis re-
gardlessof their immuniza-
tion status. If the exposure
to the case occurred more
than three weeks previ-
ously, asymptomatic con-
tactsdo not routinely need
chemoprophylaxis. How-
ever, chemoprophylaxis
should be considered for
high-risk contacts (e.g., in-
fants) up to six weeks after thelast expo-
sure to a case of pertussis.

Theagent of choicefor both treatment
and prophylaxis continues to be erythro-
mycin (Adults: 2g/day dividedinfour di-
vided doses; Children: 40-50 mg/kg per
day ordly infour divided doses, maximum:
2 g/day) for 14 days (note: some experts
prefer the estolate preparation). If a pa-
tient cannot tolerate erythromycin, one of
theaternativeslisted below may beused.
e Trimethoprim (TMP)-

Sulfamethoxazole (SMX): 8 mg/kg/

day TMP-40 mg/kg/day SMX intwo

divided dosesin childrenand 320 mg/
day TMP-1,600 mg/day SMX intwo
divided dosesfor adults, for 14 days,
or,

e Azithromycin: 10-12 mg/kg per day

Epidemiology Bulletin

Table 1. Laboratory Testing for Pertussis

Test Sensitivity

Specificity

Comments

DFA 30-71%

66-100%

Should be used only as a screening
test in conjunction with culture and PCR

Culture 11-73% 100%

Organism is fastidious; requires
prompt transport and plating; sensitivity
best when specimen is collected during
the catarrhal stage of the disease

PCR 61-99%

88-100%

No single technique is universally
accepted or validated; no FDA cleared
test available; culture should also be
performed whenever PCR testing is
performed

Serological
Tests

Difficult to interpret, especially in
immunized people; no FDA cleared
test available; lack of standardized
interpretive criteria

oraly inone dose (maximum 500 mg/
day) for 5 days may be effective
according to American Association of
Pediatrics (AAP) guidelines. CDC
recommends 10 mg/kg for day 1
(maximum 500 mg for adults)
followed by 5 mg/kg (maximum
250 mg for adults) for the next 4
", days. For children, CDC recom-
~ mends 10 mg/kg for al 5 days of
treatment; or,
e Clarithromycin: 15-20mg/kg
per day orally intwo divided
doses (maximum 1 g/day) for 7
days may be effective according
to AAPguidelines. CDC recom-
mends treatment for 10-14 days.
It isimportant to note that while other
medications have demonstrated efficacy
invitro, theclinical efficacy of thesemedi-
cations has not been well established.

Conclusions

In an effort to enhance control efforts
for pertussis transmission in Virginia,
healthcare providers are encouraged to:
1) Suspect pertussisin any patient

(including an adult) witha

cough lasting morethan 14

dayswithout an dternative

diagnosis; and,

2) Report all suspected cases
of pertussisto thelocal
health department without
waiting for laboratory
confirmation to be received.

In the event that a case of pertussisis
identified, itisvery likely that many others
have been infected. By working with the
local hedlth department to limit the spread
of pertussis, significant morbidity in Vir-
giniacan be prevented.

For more information see the CDC
National Immunization Program’s Guide-
line for the Contral of Pertussis (avail-
ableat www.cdc.gov/nip/publications/per-
tussig/guide.ntm), or contact the VDH'’s
Divisonof Immunization at 804-864-8055.
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Pneumococcal Polysaccharide Vaccine

Each year
theVirginia
Department
of Health
encourages
all adults
aged 65 and
over to get
vaccinated
against
pneumococ-
cal disease if
they have not previously received
the vaccination. Thisyear, in light of
the influenza vaccine shortage,
pneumococcal vaccination may be
more important than ever.

Pneumococcal disease (including
pneumonia, bacteremiaand meningi-
tis) causes thousands of hospitaliza-
tions and deaths each year. Nation-
wide, pneumococcal pneumonia
causes about 175,000 hospitaliza-
tionsannually, with a case-fatality
rate of 5%-7% (higher in the eld-
erly). More than 50,000 cases of
pneumococcal disease result in
bacteremia with an overall death
rate ranging from 20% in healthy
adultsto 60% in elderly patients. In
the U.S., approximately 4,500 cases
of pneumococcal meningitis occur
each year. The mortality rate for
pneumococcal meningitisranges
from 30% in healthy adults to 80%
inelderly individuals.

A safe and effective vaccine may
prevent morbidity and mortality from
pneumococcal disease. As aresult,
it is recommended that pneumococ-
cal polysaccharide vaccine (PPV23)
should be administered routinely to
all adults 65 years of age and older.
The vaccineis also indicated for
persons two years of age or older
who have achronicillness, including
cardiovascular disease, pulmonary
disease, diabetes, alcoholism, cirrho-
sis, or cerebrospinal leak. In addi-

Recommendations

tion, anyone two years of age or
older who has a disease or condition
that lowers the body’s resistance to
infection, or anyone who istaking an
immunosuppressive drug should be
vaccinated.

More than 80% of healthy adults
who receive PPV 23 develop anti-
bodies against the serotypes con-
tained in the vaccine, usually within
2 to 3 weeks after vaccination.
Older adults and persons with some
chronic illnesses or immunodefi-
ciency may not respond as well.
Elevated antibody levelsfollowing
vaccination persist for at least 5-10
yearsin healthy adults, but may fall
more quickly in persons with certain
underlying illnesses.

However, the relationship be-
tween antibody titer and protection
from invasive disease is not certain
(i.e., higher antibody level does not
necessarily mean better protection),
so the ability to define the need for
revaccination based on serology is
limited. In addition, currently avail-
able pneumococcal polysaccharide
vaccines elicit a T-independent
response, and do not produce a
sustained increase (“boost”) in
antibody titers. Therefore, routine
revaccination of immunocompetent
persons previously vaccinated with
PPV 23 is not recommended. How-
ever, revaccination is recommended

for persons 2 years of age and older

who are at highest risk for serious

pneumococcal infection and for
those who are likely to have a rapid
declinesin pneumococcal antibody
levels. (e.g., those with chronic
illness or immunosuppresion). Of
note:

* Only asingle PPV23 revaccina-
tion dose is recommended for
high risk persons;

* Revaccination should be adminis-
tered five or more years after the
first dose;

* Revaccination three years after
the previous dose may be consid-
ered for children at high risk for
severe pneumococcal infection
who would be aged 10 years or
less at the time of revaccination
(i.e., the first dose was given
before seven years of age).

* Healthy persons aged 65 years
and older should only receive a
second dose of pneumococcal
vaccine if they received the
vaccine more than 5 years previ-
ously, and they were less than 65
years of age at the time of the

first dose.

Reference
Centers for Disease Control and Prevention.
Epidemiology and Prevention of Vaccine-
Preventable Diseases. Atkinson W, Hamborsky J,
Wolfe S, eds. 8" ed. Washington DC: Public Health
Foundation, 2004.

Submitted by: Laura Ann

Nicolai, Division of
Immunization, VDH

December 2004



Virginidsinfluenzaactivity level in
December remained at Local (i.e,
increased influenza-likeillness(IL1) in
oneregion and laboratory-confirmed
influenzain that region, or two or more
ingtitutional outbreaksinasingleregion
with [aboratory confirmation). Inthe
U.S. during the week of December 25,
2004, three state/territories reported
widespread activity, Six states/territories
reported regional activity, 16 states/
territoriesreported local activity, and 28
states/territories reported sporadic
activity. The proportion of deaths
attributableto pneumoniaand influenza
in 122 citiesmonitored by the Centers
for Disease Control and Prevention
(CDC) remained below baseline values.

Althoughinfluenzadiseaseactivity in
the United States and Virginia has
remained relatively low, it isexpected to
increase during the weeks ahead. As of
January 1, 2005 the Division of Consoli-
dated Laboratory Services (DCLS) and
hospital |aboratorieshavereported 15
confirmed cases of influenza (14 typeA
and 1 type B) by direct fluorescent
antibody (DFA) and/or culturein
Virginia. Of three culture confirmed
influenzaA specimens, all threewere
sub-type H3.

Nationally, the CDC reportsthat
during the week of December 19-25,
2004, 134 (10.0%) of specimenstested
by the World Health Organization
(WHO) and National Respiratory and
Enteric Virus Surveillance System
(NREVSS) |aboratories were positive
for influenza. Of the 134 influenza
isolatesidentified, onewasaninfluenza
A (HIN1), 27 wereinfluenzaA (H3N2)
viruses, 85 wereinfluenzaA virusesthat
were not subtyped, and 21 were
influenzaB viruses.

Overall, since October 3, WHO and
NREV SS |aboratories have tested a
total of 29,134 specimensfor influenza
viruseswith 773 (2.7%) positives
detected. Among the 773 influenza
viruses, 589 (76.2%) wereinfluenzaA
viruses and 184 (23.8%) wereinfluenza
B viruses. Two hundred fifty (42.4%) of
the 589 influenzaA viruses have been
subtyped; 248 (99.2%) wereinfluenzaA
(H3N2) and 2 (0.8%) wereinfluenzaA
(HIN1) viruses.

Epidemiology Bulletin

Flu Corner

CDC hasantigenicaly
characterized 60 influenza
viruses collected by U.S. e
|aboratories since October 1

2004 and detected: i

e 42influenzaA (H3N2) viruses,

ad
e 18influenzaB viruses.

All 42 of theinfluenzaA (H3N2)
isolates were characterized as A/Fujian/
411/2002-like (H3N2), whichisthe
influenzaA (H3N2) component con-
tained in the 2004-05 influenzavaccine.

The 18 influenza B viruses were
dividedintotwo antigenicaly and
genetically distinct lineages represented

E ‘.". Bcomponentlnthe200405
l i A

* . influenzavaccine. InfluenzaB
o p VI irusesintheB/Victorialineage
7 are characterized as B/Hong
“"  Kong/330/2001-like(containedin
the2003-4 trivalent influenzavac-
cine).

For up-to-date detailsoninfluenza
surveillancein the U.S. go to the CDC
website at http://www.cdc.gov/flu/
weekly/fluactivity.htm.

Vaccination Coverage

Inaddition, influenzavaccination
coverage among this season’sinterim
priority groupsislower thanit hasbeen

by in recent influenza seasons. Given these
e InfluenzaB/Yamagata/16/88 (16 of considerations, CDC recommends that
18 viruses), and vaccineprovidersshould aggressively

* InfluenzaB/Victoria/2/87 (20f 18 reach ouit to vaccinate personsin high
viruses). risk priority groups. Adequatetime

Influenzavirusesin the B/Yamagata remainsfor personsin these priority

. . to recelve the benefits of
lineage are characterized as B/Shang- groups tc . )
hai/361/2002-like, whichistheinfluenza  Yaccinalion beforeinfluenzabeginsto

circulatewidely in most communities.

NorovirusOutbreaksin Virginia

Norovirus (“winter vomiting disease”) outbreaks are being reported to the Virginia
Department of Health. As of January 3, 2005 at least 14 confirmed outbreaks had
been reported from across Virginia.

Norovirus causes an acute gastroenteritis (hausea, vomiting, watery non-bloody
diarrhea, stomach cramps, fatigue, headache, muscle aches and low-grade fever).
While the iliness is generally short-lived (1-2 days), its high attack rate can
severely affect group living arrangements such as long-term care facilities. In
addition, hospitalizations and deaths from dehydration have occurred, especially
among the elderly and the very young.

This organism is highly infectious: as few as 10 viral particles may be sufficient to
infect an individual (in contrast, up to a billion viral particles may be in each gram
of feces during peak viral shedding). Norovirus outbreaks most commonly arise
from direct contamination of food by an infected food handler; fecal-oral OR vomit-
oral routes are also common.

There are no antiviral medications or vaccines for norovirus. However, frequent

handwashing can prevent infection and spread. Persons who do become sick

should drink plenty of fluids (especially oral rehydration fluids (ORF) or water) to

prevent dehydration. In addition, persons who are infected with norovirus should

not prepare food while they have symptoms and for three days after they recover

from their illness.

The Division of Consolidated Laboratory Services (DCLS) can perform testing for

norovirus outbreaks. Contact your local health department to discuss suspicious

clusters of cases of gastroenteritis—they can help investigate and arrange for

norovirus testing.

Remember:

v Individual cases of norovirus are NOT notifiable diseases.

v Known or suspected OUTBREAKS of norovirus ARE notifiable, and should be
reported to your local health department as soon as possible.




Cases of Selected Notifiable Diseases Reported in Virginia*

Total CasesReported, November 2004

Total CasesReported Satewide,
Regions January through November
Disease Sate NW N SW C E ThisYear Last Year 5Yr Avg

AIDS 47 0 11 2 17 17 608 714 720
Campylobacteriosis 26 5 1 5 1 4 596 764 588
E. coli O157:H7 0 0 0 0 0 0 34 37 58
Giardiasis 33 4 13 5 6 5 476 330 359
Gonorrhea 501 41 61 50 134 206 7,905 8,258 9,177
Hepatitis, Viral

A 5 1 0 1 0 3 120 95 133

B, acute 23 1 3 8 5 6 240 178 154

C, acute 0 0 0 0 0 0 16 7 7
HIV Infection 58 0 13 3 25 17 778 712 776
Lead in Children' 69 6 2 19 26 16 758 720 654
Legionellosis 8 2 1 1 1 3 49 90 41
Lyme Disease 16 1 12 0 0 3 166 87 132
Measles 0 0 0 0 0 0 0 0 4
Meningococcal Infection 2 1 0 1 0 0 20 24 38
Mumps 0 0 0 0 0 0 2 1 7
Pertussis 26 17 4 0 3 2 196 91 84
Rabies in Animals 36 7 7 12 7 3 446 499 516
Rocky Mountain Spotted Fever 1 0 0 0 0 1 31 31 24
Rubella 0 0 0 0 0 0 0 0 0
Salmonellosis 56 6 14 4 8 24 1,079 990 1,091
Shigellosis 9 0 3 0 6 0 149 407 454
Syphilis, Early® 13 0 3 0 3 7 185 141 225
Tuberculosis 26 0 15 1 2 8 250 237 251

Localities Reporting Animal Rabies ThisMonth: Alexandrial bat; Arlington 1 raccoon; Augusta 1 raccoon; Bath 1 skunk; Bedford 1 skunk; Bland 1 skunk;
Campbell 2 skunks; Carroll 1 skunk; Fairfax 1 fox, 1 raccoon; Greensville 1 raccoon; Hampton 1 raccoon; Hanover 1 bat, 1 raccoon; Henrico 1 cat; James
City 1 raccoon; Loudoun 1 raccoon; Louisa 1 skunk; Mecklenburg 1 raccoon, 1 skunk; Pittsylvania 1 skunk; Prince George 1 cat; Prince William 1 bat, 1
skunk; Pulaski 2 skunks, Rappahannock 1 skunk; Roanoke 1 skunk; Rockbridge 1 cow; Rockingham 1 raccoon; Salem 1 bat; Shenandoah 1 skunk;
Southampton 1 skunk; Tazewell 1 raccoon, 1 skunk; Wythe 1 dog.

Toxic Substance-related IlInesses: Ashestosis 3; Adult Lead Exposure 15; Pneumoconiosis 8.
*Datafor 2004 are provisiond. TElevated blood lead levels >10ug/dL . SIncludes primary, secondary, and early latent.
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